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The experimental study on the cadavers by Said and col- 
leagues represents more a feasibility study than a comparative 
study. Differently sized groups, major changes of the tech- 
nique within one group, and poorly defined outcome para- 
meters do not allow an objective comparison of the transab- 
dominal, the extraperitoneal, nd the transabdominal left 
paracolic approaches. Furthermore, considering the enlarged 
volume of the intestines and their stiffness in the cadaver, it
is not surprising that bowel control proved rather impossible 
with the transperitoneal access. The transfer of the experi- 
ence with cadavers to the clinical setting seems inappropriate. 
It is our experience that the small bowel can be easily shifted 
into the upper abdomen. The bowel control in obese 
patients might indeed represent a problem, but a recently 
developed retaining net provided alongstanding exposure of 
the operative field in the first three clinical cases. The use of 
the net also allowed a flat positioning of the patient. 
As explained by the authors, there are some concerns 
regarding adverse effects on the hemodynamic performance 
during laparoscopy in high-risk patients. However, Said and 
colleagues do not provide any data to show that the 
extraperitoneal approach is of more benefit in cardiopul- 
monary flail cases. The statement that the transabdominal 
retroperitoneal technique "is not an appropriate approach" 
in these cases is at least premature. In the absence of signifi- 
cant hemodynamic data, the intraoperative fluid requirement 
might be one parameter for the evaluation of the cardiovas- 
cular status. In our patients who underwent laparoscopic 
aortofemoral bypass grafting, the mean fluid administration 
was 5300 mL, which is comparable with the results (7000 to 
8500 mL) that were presented by the authors with the 
extraperitoneal pproach.2, 3 Furthermore, none of our 
patients ever had a cardiac omplication ora procedure-relat- 
ed death. 
Whether the extraperitoneal approach provides abetter 
visualization of the operating field still needs to be verified. 
Some evidence for the degree of exposure could be pro- 
vided with the analysis of the morbidity of the procedures. 
Although colonic and peripheral ischemia, ureteral lesions, 
and renal vein injury have been described with the 
extraperitoneal route,2, 3 we did not experience similar sur- 
gical complications. As described in our report, one patient 
had an iliac vein lesion after previous aortoiliac throm- 
boendarterectomy. 1 Clinical data that document a faster 
procedural time with the extraperitoneal route are also not 
available, and the published reports indicate a mean oper- 
ating time of 4.5 hours for the transabdominal approach 
and 6 to 7 hours for the extraperitoneal approach. 1-3 
It is our opinion that we are still at the beginning with 
laparoscopic techniques in vascular surgery. Both the 
extraperitoneal and the transabdominal pproaches have 
their pros and cons. However, objective data are lacking to 
compare the different echniques. Experimental nd clini- 
cal research is still necessary, and we therefore appreciate 
the efforts of the Berlin group, who have been working on 
this topic for many years. 
Letterio Barbera, MD 
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Matthias Kemen, MD 
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Reply 
I would like to thank Dr Barbera nd collegues for giving 
me the opppormnity to congratulate hem on their clinical 
efforts regarding aortoiliac surgry, and I appreciate hat they 
have taken advantage ofour labarotory expertise and the spe- 
cial instruments for aortoiliac surgery that we have designed. 
To clarify the comments made by Dr Barbera nd col- 
leagues, I first would like to reply that the intent of our 
report 1 was not to categorically reject the laparoscopic 
transabdominal retroperitoneal approach to the aortoiliac 
vessels. Our statement "the [transabdominal retroperi- 
toneal approach] is not an appropriate approach, particu- 
larly in obese and cardiopulmonary f ail cases" is made on 
the basis of our admittedly limited experience of cadaveric 
trials. However, this statement is supported by suggestions 
that were made by other experienced vascular and endo- 
scopic surgeons: those who have abandoned the laparo- 
scopic transabdominal retroperitoneal pproach, 2 those 
who have primarily concentrated on the laparoscopic 
extraperitoneal approach, 3 and those who do support 4 he 
retroperitoneal approach because of insufficient retraction 
of the bowel with the transabdominal approach. 
To my knowledge, there is as yet no adequate laparo- 
scopic instrumentation that would allow prolonged retrac- 
tion of the greater omentum and the small and large 
bowel from the operating field just inferior to the left renal 
vein. I would be grateful to know more about the retain- 
ing net used by Barbera and colleagues. As mentioned in 
my lecturer's theses (Habilitation), 5 the use of a wide tis- 
sue net that was fixed to retractors was quite cumbersome 
and inadequate in keeping the intestine away from the 
operative field. This led to focus on the extraperitoneal 
approach and later to the shift to the paracolic approach. 
Considering that adequate xposure of the proximal 
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abdominal aorta for the performance of conventional or- 
toiliac surgery is not infrequently difficult, it is remarkable 
that Barbera's group has easily managed to dissect the aorta 
up to the renal vessels transperitoneally. I f  their subjects 
were lean or if the anastomosis was below the inferior 
mesenteric artery, I can comprehend their achievements 6 
because the aorta can well be dissected up to the renal ves- 
sels in thin patients or in those cases with mobile mesentery. 
In our department, localized iliac stenoses tend to be 
treated with endoluminal methods (eg, percutaneous 
transluminal ngioplasty, stents) rather than with laparo- 
scopically feasible transabdominal unilateral aortofemoral 
bypass grafting, 6 albeit feasible. We suggest hat the vas- 
cular anastomosis should not be placed at a site that is 
comfortable for the surgeon (adjacent to the aortic bifur- 
cation) but rather at a hemodynamicaily appropriate loca- 
tion that gives better long-term patency. 
Thus, until surgeons achieve rapid and safe total 
videoendoscopic aortoiliac surgery with pneumoperi- 
toneum in preclinical studies, I believe that "the laparo- 
scopic assisted repair" with a small abdominal incision for 
suturing under direct vision should be considered an inter- 
mediate step towards a total laparoscopic procedure. 
Numerous authors have indicated the adverse ffects 
of  prolonged intra-abdominal pneumatic pressure and 
steep head down positioning, particularly in cardiopul- 
monary patients. This is an issue that deserves to be care- 
fully addressed. 
The results in selected cases by Barbera et al6 do not, 
in my opinion, permit any objective conclusions regarding 
the early postoperative outcome of total laparoscopic aor- 
toiliac surgery. A larger series with a greater annual case 
rate is needed. 
Laparoscopic (transperitoneal nd extraperitoneal) 
aortoiliac surgery is certainly still in the feasibility state. 
The conclusions of our observational study (as it acknowl- 
edged to be in our report published in the Journal of 
Vascular Surgery) are only tentative. Nevertheless, they 
form the basis for hypotheses to be tested in our ongoing 
random control trials. 
Samir Said, MD, PhD 
Department ofGeneral, Thoracic, and Vascular Surgery 
University Hospital-Charit4, Berlin 
Berlin, Germany 
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Regarding "Spontaneous popliteal artery dissection: 
a case report and review of  the l iterature" 
To the Editors: 
I read with interest he case report by Rabkin et al (J 
Vasc Surg 1999;29:737-40). It is noted in the case report 
that the symptoms initially began while the 62-year-old 
patient was running. A comment in the discussion stated 
that running may have created a transient increase in 
blood pressure that created the intimal tear. My colleagues 
and I authored a paper that described dissection of the 
external iliac artery in highly trained athletes. 1 We 
described three patients, all of whom were aging athletes, 
who had iliac artery dissections after athletic events. Our 
supposition was that repeated extreme blood pressure 
swings, possibly in addition to a tethering of the arterial 
segment by a collateral artery with a change in angle of the 
artery as it curves up from the pelvis, could predispose 
these patients to dissection. 
It is interesting that the popliteal artery has similar 
anatomic tethering by the geniculate arteries and that 
there are also significant changes in the geometry of the 
vessel with walking or especially running. The described 
popliteal artery dissection may well be another variant of 
arterial dissection in athletes. I would like to ask the 
authors whether they could expand on this patient's ath- 
letic history, particularly whether he was a habitual athlete 
or simply had started running before the onset of symp- 
toms. Certainly most 62-year-old patients in vascular sur- 
gical practices are not runners! 
More people are becoming physically active and 
remaining active into their middle and even later years. I
think that we will see more arterial dissections with time. 
I also suspect that the described popliteal artery dissection 
is a variant of the syndrome we described in the external 
iliac artery. 
Luke S. Erdoes, MD 
Pinehurst Surgical Clinic 
Pinehurst, NC 
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